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OBESITY IN MAINE
Obesity in Maine:
A Policy Approach
by Dora Anne Mills
Compared to earlier generations, Americans are eating more,
making poorer nutritional choices, and are less physically
active. The result is an “obesity epidemic” facing Maine and
the nation. Dora Anne Mills, director of Maine’s Bureau 
of Health, summarizes the extent, impact, and causes of
obesity, and presents policy solutions suggested in public
health and medical literature. Because the factors behind the
obesity epidemic are so interwoven in the fabric of society,
policymakers, businesses and individuals must consider a
variety of solutions on the personal, local, state and national
levels. Mills warns if we do not act soon, and systematically,
“our youth may be the first generation to not live as long as
their parents’ generation.” 
Sponsored in part by: 
Maine Health Access Foundation
Maine Policy Review is distributed free-of-charge to readers 
across Maine and New England. The journal is supported 
entirely by grants, reader contributions, and in-kind support.
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INTRODUCTION
Acentury ago, our biggest killers in Maine weretuberculosis, pneumonia, and other infectious
diseases such as measles and smallpox. By contrast, 
in recent years nearly three-quarters of Maine people
die from four diseases—cardiovascular disease (heart
disease and stroke), cancer, chronic lung disease, 
and diabetes. These diseases are a leading cause 
of disability, especially because of their chronicity, 
and add an estimated $2.47 billion annually to our
health bill in Maine, including $1.42 billion in direct
health care costs.1
Tobacco addiction is the leading underlying cause
of (and greatly exacerbates) these chronic illnesses.
However, recent analyses indicate an epidemic of
obesity is overtaking tobacco. It is estimated that
obesity—which is related to physical inactivity and
poor nutrition—and tobacco each kill about six Maine
people every day. Obesity incurs $0.5-$1.0 billion in
health care dollars every year, or roughly $400-$800
per capita per year.2,3
In short, changes in our society have resulted in 
a pendulum swing from a time when malnutrition and
being underweight were major public health problems
to the present day, where poor nutrition, physical inac-
tivity, and being overweight or obese are major public
health problems. This article first depicts the extent 
of the nation’s and Maine’s obesity problem, and then
discusses the possible roles public policy can play to
address this leading public health threat.
OVERVIEW OF OBESITY
Obesity is best measured by the body mass index,which is a formula that takes into account one’s
weight and height. An adult is defined as overweight 
if his or her body mass index falls between 25-30, 
and is defined as obese if it is 30 or above. A body
mass index over 25 is closely associated with increasing
morbidity and mortality. In fact, adults with body mass
indexes of 30 and above have nearly twice the risk of
premature death as compared to those with healthy
body mass indexes (20-25).4
There are analogous categories for youth, who 
are deemed “at risk for overweight” if they lie in the
85th-95th percentile of body mass index for their 
age and gender, and defined as “overweight” if they 
lie above the 95th percentile of body mass index 
for their age and gender. In truth, most overweight 
adolescents become obese adults. In terms of physical
appearance, youth from both categories appear over-
weight and are currently diagnosed with the medical
consequences of obesity.5
Epidemiology of Obesity in Maine
An epidemic is a disease or a condition that 
occurs in greater frequency than usually expected. The
frequencies of overweight and obese adults clearly fit
these criteria. From 1960-1980, there was little vari-
ability nationally in adult obesity rates. However, from
1980-1990, the rates rose moderately,6 and since
1990, they have risen at alarming rates. As a result,
obesity rates among U.S. adults have nearly doubled 
Body Mass Index (BMI) Scale
Underweight Normal Overweight Obese Morbidly 
Weight Obese
<18.5 18.5 - 24.9 25.0 - 29.9 30.0 - 39.9 >40
How to Calculate BMI
BMI =
weight (in kilograms)
height (in meters)2
BMI =
weight (in pounds) 
x 703
height (in inches)2
Or calculate on the Web at:
www.cdc.gov/nccdphp/dnpa/bmi/calc-bmi.htm
30 ·  MAINE POLICY REVIEW  ·  Spring/Summer 2004 View current & previous issues of MPR at: www.umaine.edu/mcsc/mpr.htm
OBESITY IN MAINE
FIGURE 1: Obese Adults, Maine and United States, 1990-2002
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FIGURE 2: Proportion of Maine Adults Who are Obese or Overweight, 1990-2002
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in 20 years. In Maine, since 1990, obesity rates have
risen 75%, from about one in 10 Mainers in 1990 to
more than one in five in 2002. Today, in Maine, 59%
of adults are either overweight or obese. Moreover,
available adult data in Maine are self-reported, and
according to national, directly measured surveys, the
proportion of overweight and obese adults in Maine
and in the United States is probably closer to two-
thirds,7 or 61%. Further, although Maine’s rates of
overweight and obese adults are comparable to
national rates, Maine has the highest rate of adult
obesity in New England.8
The trends among youth are equally alarming.
About one-third of Maine youth have body mass
indexes greater than or equal to the 85th percentile,
which means they are either overweight or at risk of
becoming overweight (though many in the medical
field would say youth from both categories are at a
minimum obese). Even more alarming, a 2002 survey
of kindergarten students conducted in Maine found
that 36% of entering kindergarteners had a body mass
index that fell at or above the 85th percentile. 
Like adult rates, youth rates have increased to
epidemic proportions. For instance, in just 20 years, 
the national rate of overweight children doubled, 
while the rate of overweight teens tripled.9 The most
currently available comparable data suggest this is true 
in Maine as well; the 2001 Youth Risk Behavior Survey
found that the rate of overweight high school students
in Maine was 25%, as compared to 24% nationwide. 
Who in Maine is overweight or obese? Similar to
others across the nation, Mainers with lower socioeco-
nomic attainment are more likely to be overweight or
obese. Sixty-six percent of Mainers with less than a
high school education are overweight or obese, as
compared to 53% of those with a college degree.
Likewise, 25% of Mainers with less than $25,000
annual household income are obese, as compared to
15% of those with incomes of $50,000 or greater.
Age also has an impact on body mass index. As 
we age, especially into our 40s and 50s, our weight
tends to increase. As a result, adults ages 50-64 have
the highest body mass index in Maine. However, one
of the biggest age-related concerns is the steep increase 
in body mass indexes among our younger populations.
FIGURE 4: Maine Adults Obese or Overweight,
by Education, 2002
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FIGURE 3: Maine Adults Obese or Overweight,
by Household Income, 2002
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From 1990-2002, obesity rates doubled among young
adult Mainers ages 18-34, and increased appreciably
among adults ages 35-49. This trend is particularly
worrisome when we look ahead to our young adult
generation entering their mid-late adult years much
heavier than in the previous generation. 
In terms of gender, the percentage of Maine men
and women who are obese is the same, 21%. However,
Maine men are more likely to be overweight (47%)
than Maine women (29%). 
At first glance there appear to be differences in the
rates of overweight and obese adults among geograph-
ical regions in Maine (with lower rates in southern
Maine). However, when these rates are adjusted for
income and age, these differences disappear, and there
are no significant regional variations.10
In addition, the rates of overweight and obese
adults are higher among Maine’s disabled population.
FIGURE 6: Maine Obesity and Overweight Rates by Age
MCHS=Maine Child Health Survey,YRBS=Youth Risk Behavior Survey, BRFS=Behavioral Risk Factor Surveillance System
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Approximately 20% of Maine adults 20-64 report
some type of disability, as do 40% of adults over
64.11,12 Sixty-seven percent of Mainers who report 
a disability are overweight or obese, as compared to
56% of non-disabled adults.13 However, the relation-
ship between obesity and disability is complex; 
obesity can result in disability and disability can also 
be a contributing factor to obesity. More needs to be 
learned about this relationship. 
Maine data are limited on the impact of race,
ethnicity, and sexual minority status on body mass index.
Some data indicate there are lower rates of overweight
and obese adults among Maine’s racial minorities, but
sample sizes are small. It is hoped that further data and
analyses will be forthcoming. National data indicate
ethnic and racial disparities. For instance, the rates of
overweight and obese women who are members of
racial or ethnic minority populations appear to be higher
than among non-Hispanic white women.14
Although current Maine data on specific factors
associated with overweight youth are limited, national
data indicate that children with a high body mass
index often share some characteristics: either one or
both parents are overweight or obese; they live in
smaller families; they live in poor families; they watch a
lot of television; and they consume a high proportion
of calories from fat.15
IMPACT OF OBESITY
Obesity has quickly become a leading cause ofdisease, disability, and death in Maine and the
United States. In fact, according to an article in the
Journal of the American Medical Association in March
2004, from 1990-2000 physical inactivity and poor
nutrition have nearly caught up with tobacco as the
leading underlying causes of death in the United
States, causing almost one in five deaths (17%),
compared with tobacco, which is estimated at 18%.16
Being overweight or obese is associated with a
myriad of diseases, from pregnancy complications 
to lung problems to heart disease. The higher one’s
body mass index, the higher is one’s risk for disease,
disability, and premature death. For instance, people
who are obese face nearly double the risk of prema-
ture death from all causes
compared to those with a
healthy body mass index.17
Obesity also significantly
impairs quality of life.18
Indeed, we are seeing
increases in many of these
diseases concurrent with the
unfolding of this overweight/
obesity epidemic. For instance,
the numbers of people in
Maine diagnosed with diabetes
has has more than doubled,
from an estimated 33,000 in
1994 to over 73,000 in 2002.
The vast majority of these are
type 2 diabetes, which is associ-
ated with obesity.19
Although the association
between obesity and such
diseases as diabetes and heart
disease appear to be well
known and self-evident, some
associations are not. For instance, a 2003 study from
the New England Journal of Medicine showed that being
overweight or obese is associated with the risk of
death from all cancers and with death from cancers 
of many specific types. It is estimated that 90,000
deaths due to cancer could be prevented each year in
the United States if men and women could maintain
normal weight. Overweight and obesity were found 
to account for an estimated 14% of all deaths from
cancer in men, and 20% of those in women.20
The impact of being overweight is particularly
concerning when one looks at health effects on our
youth. For instance, 58% of overweight children, 
even as young as five, were found to have at least one
additional risk factor for cardiovascular disease, and
20% were found to have two or more. These risk
factors include high blood pressure, high blood 
cholesterol, and type 2 diabetes (formally known as
adult-onset diabetes, but now found among children).21
Additionally over the past few years, hospital admis-
sions for diabetes among our youth have doubled,
while obesity and gallbladder disease admissions have
Diseases 
Associated with
Obesity/Overweight
Heart Disease
Stroke
Type 2 Diabetes
Cancer
Chronic Lung Disease
Gallbladder Disease
Sleep Apnea
Osteoarthritis
High Blood Pressure
High Cholesterol
Infertility
Pregnancy Complications
Gout
Bladder Control Problems
Psychological Disorders:
Depression
Low Self-Esteem
Eating Disorders
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tripled.22 Because of this overweight/obesity epidemic,
our youth may be the first generation in America to not
live as long as their parents’ generation.
Though the direct medical consequences of
being overweight or obese are often emphasized,
psychosocial consequences also are profound for adults
and children alike (in fact, one of the most common
consequences of being an overweight child is discrim-
ination).23 Psychosocial effects probably contribute 
to the psychological disorders and difficulties seen in
medical settings among people who are overweight 
or obese. Indeed, among American children admitted
to the hospital, the most common principal diagnoses
when obesity is listed as a secondary diagnosis are
mental disorders.24
An analysis of questionnaire responses of very
overweight children and adolescents and their parents
about health-related quality of life found that overall
scores were similar to and sometimes worse than those
of children and adolescents diagnosed with cancer,
who in a previous study were determined to have the
lowest health-related quality of life. These overweight
children and adolescents were more likely to report
psychosocial health problems compared with their
healthy counterparts. They also reported a high rate 
of absenteeism—an average of 4.2 days per month 
of school missed.25
Finally, not only is the overweight/obesity epidemic
having a profound impact on our overall health, it also is
placing a burden on our national health bill—costs that
we all pay. For instance, using data from several years
ago, the direct costs associated with obesity alone were
estimated to account for nearly 10% of all U.S. health
care expenditures.26 Most of these costs are due to type
2 diabetes, coronary heart disease, and hypertension.27
Here in Maine, it is estimated that we spend
roughly $0.5-1.0 billion in health care dollars28 to pay
for this epidemic. Adult obesity in Maine is estimated
to cost 11% of the state’s Medicaid expenditures, or
roughly $137 million per year.29 This is a very conser-
vative estimate of the fiscal impact of high body 
mass indexes on Maine’s Medicaid system when one
considers that it relies on 1998-2000 data and that it
only analyzes adult obesity, not overweight adults and
not youth (who comprise a large proportion of the
Medicaid population). 
The good news about the impact of obesity and
overweight is that even modest weight losses of 5-10%
of body weight improve many of the medical indicators
affected by being overweight or obese, such as glucose
tolerance, high blood cholesterol, and blood pressure.30
CAUSES OF OBESITY
Although there are many underlying factors such aspsychosocial, emotional, and genetic factors that
may contribute to people being overweight or obese,
the two main biological causes are too many calories
consumed and/or too few calories expended. In other
words, calories in should equal calories out. Therefore,
poor nutrition and/or physical inactivity are the two
main biological contributors to this epidemic. Indeed,
there is much evidence showing that we as a popula-
tion are consuming more calories and expending fewer
of them than in the past. 
Physical Inactivity
Changes in our levels of physical activity are
easiest to picture when we look at the difference
between our society 100 years ago and today. We’ve
moved from walking, with our streets primarily used
for pedestrians and horses, to driving in cars to fulfill
most of our transportation needs. While 100 years ago
our daily lives were spent laboring on farms, most of
our jobs now require sitting at a desk. While 100
years ago our playtime was often spent with pets and
balls, we now have substituted televisions, video
games, and computers.  
The proliferation of screen use for entertainment
(i.e., television, video games, and computers) and the
Because of this overweight/obesity epidemic, our
youth may be the first generation in America to
not live as long as their parents’ generation.
View current & previous issues of MPR at: www.umaine.edu/mcsc/mpr.htm Spring/Summer 2004 ·  MAINE POLICY REVIEW  ·  35
OBESITY IN MAINE
loss of walkable communities are two major factors
that appear to contribute to our physical inactivity. 
Screen Use. According to a 1999 Kaiser Family
Foundation study, American children ages two-18 
spend an average of four hours per day watching 
television or videotapes, playing video games, or using
a computer. Most of this time (more than two hours)
is spent watching television. Most alarming, almost
one in five children watch more than five hours of
television per day.31 Studies show the prevalence 
and risk of obesity is highest among those youth 
with the largest amount of screen time, and that
decreasing screen time activities results in decreasing
body mass indexes.32,33,34
Maine data also confirm this proliferation of
screen use. For instance, on an average school day, one
in three (32%) Maine high school students watch three
or more hours of television. Nearly two-thirds (64%)
use a computer for fun or play video games for at least
one hour per day.35
Walkability of Communities. A number of
studies point to the environmental influences contribut-
ing to physical inactivity. For instance, research shows
that people walk more when they live in communities
that have greater housing and population density and
more street connectivity. People are more active in
neighborhoods that are perceived as safe and that have
recreational facilities nearby.36 Studies also show that
the absence of public outdoor facilities that promote
physical activity (such as trails, basketball or tennis
courts, and swimming pools) is significantly associated
with the incidence of overweight people.37
In 1960, six out of 10 U.S. workers commuted to
work by car, and one in 10 walked. In 2000, nine out
of 10 commuted to work by car, only three in 100
walked, and only one in 100 bicycled (not asked in
1960).38 Additionally, today approximately one-quarter
of all trips are less than one mile, yet three-quarters of
these are accomplished by car.39
With the increased use of screens for entertain-
ment and the loss of our walkability infrastructure, the
result is that 27% of Maine and American adults report
no leisure-time physical activity, and 74% report they
do not engage in the level of leisure-time physical
activity recommended by the Centers for Diseases
Control and Prevention of at least 30 minutes of
moderate physical activity on most days of the week.40
Poor Nutrition
Changes in our nutrition also are easiest to picture
when we look at differences between our society 100
years ago and today. Over the last century we have
exchanged a dinner table with mostly locally grown
produce and meats for a table with many mass-
produced and processed foods that often have added
fats and sugars, and are much more cheaply and easily
available than fresh produce. Instead of being filled
with milk and water, our glasses are more likely to be
filled with a variety of sweetened beverages, again,
often more cheaply available than milk. We also are
more likely to eat outside of our homes. In fact, 48%
of the current American family’s food budget is spent
purchasing meals away from home, comprising one-
third of adults’ and children’s caloric intake in the
United States.41,42
Data indicate we are consuming more and too
many calories. In just 13 years (1984-1997) calories
consumed in the United States have increased 15% on
a per capita per day basis, with a concurrent decrease in
physical activity.43 If this increase in calorie consump-
tion were accompanied by no changes in calories
expended (i.e., physical activity), then an average of
about 15-30 pounds would be gained each year by
every person in the United States. It is no wonder, then,
that this overweight/obesity epidemic has unfolded so
quickly over the past 20 years.  
How has the type of calorie consumed changed 
in recent years? Nearly 90% of our increased caloric
intake is due to a higher consumption of carbohydrates
and fats. Sixty-five percent of the increase in calories 
is due to higher consumption of carbohydrates such 
as refined grains and added sugars, and 23% is due 
to higher consumption of added fats.44
Studies also show that with the proliferation of
quick service (fast food) restaurants, there also has been
some related calorie increases. For instance, a study
published in Pediatrics showed that an estimated 30% 
of U.S. children eat fast food in a given day. And, on the
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days children eat fast food, an additional 187 calories
(kcal) are consumed. Additionally, among young white
adults, eating fast food more than twice per week is asso-
ciated with an 86% increased risk of becoming obese.45
Portion Sizes. Although there are many nutri-
tional factors that help to explain the increasing rates of
poor nutrition among U.S. adults and children, there are
several that have been studied and/or well-documented.
One—increasing portion sizes—is evident both at
home and in eating establishments. There is evidence
that factors such as the easy availability of inexpensive
high-calorie foods, the increasing variety of palatable
foods, the increasing sizes of food units (such as the
increasingly larger size of an average cookie, muffin, or
bagel today), and the increasing number of meals and
calories eaten outside of the home all contribute to the
consumption of increasing portion sizes.46,47
For example, in 1957, a typical fast-food
hamburger contained just over one ounce of cooked
meat, compared to six ounces 40 years later. In the
1950s, Coca-Cola was packaged in 6.5 ounce bottles;
today, single-serving sizes are typically 12 or 20
ounces. The 7-Eleven Double Gulp is a 64-ounce 
soda containing close to 800 calories (kcal), which
represents more than one-third of the number of
calories recommended for a daily intake. Such larger
sizes are common in theaters and in retail establish-
ments and often are promoted as bargains—the more
you buy, the less you pay per unit.48,49,50
Portion sizes that are too large are felt to have a
disproportionately deleterious effect on children, who
are much more responsive to their environmental cues
than adults. As a result, the cues that large portion sizes
give them are more likely to elicit overeating.51
Consumption of Soda and Other Sweetened
Beverages. Soda consumption is another factor that
has been studied and appears to be one of a number 
of contributing factors to our poor nutrition, especially
among youth. In the United States, the largest source 
of added sugars is non-diet soft drinks (soda or pop).52
According to the U.S. Department of Agriculture, 69%
of American boys ages 12-19 consume soft drinks 
on a given day. Among those who drink soft drinks, 
an average of 868 cans per year is consumed, 95% of
which is non-diet. Among the 62% of girls in this age
group who drink soft drinks, an average of 627 cans
per year is consumed, 90% of which is non-diet.53
Soda consumption is not just an issue among our
adolescents. For children in grades 4-6, sweetened
beverages now comprise over half of the average daily
intake of beverages. Those children with the highest
average consumption of sweetened beverages consume
330 more calories per day than those who do not
drink sweetened beverages. Consumption of sweet-
ened beverages also is associated with the consump-
tion of high-fat foods and fewer healthy foods such 
as fruits and milk.54,55
Consumption of sweetened drinks in children 
has been found to be associated with increasing 
body mass index and obesity.56 And, recently a study
from Great Britain showed that a campaign aimed at
reducing soda consumption among youth prevented
excessive weight gain.57
Although there are a number of other nutrition-
related factors linked with the overweight/obesity
epidemic, soda provides us with one example of how
the complexities of market forces (i.e., relatively high
profit margins, youth-oriented mass marketing, resulting
high demands) have resulted in beverages such as milk
and water being replaced with non-nutritious beverages
such as soda. Not surprisingly, analyses suggest that
body mass indexes have trended upward with increases
in the consumption of fast foods and soft drinks,
portion sizes, and food industry advertising (to its
current approximate level of $26 billion annually).58,59
WHAT CAN BE DONE ABOUT OBESITY?
The overweight/obesity epidemic is one of themost complex health issues of our time since 
it is interwoven throughout the fabric of our society.
Although there is much emphasis on the role of
personal responsibility, as with most significant 
and complex public health issues, the environments 
in which we live, work, play, and attend school
contribute heavily to the problem. Therefore, effective
solutions will require a balance of personal and 
societal responsibility.
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The impact of such social changes cannot be
understated. As leading nutrition experts have stated,
“…when it comes to obesity, our society’s environment
is ‘toxic.’”60 Dr. Phil McGraw, a popular author and tele-
vision host, promotes the idea of people losing weight
by creating “no-fail” environments for themselves.61
However, for many, especially those at highest risk for
obesity, it is nearly impossible for them to effectively
create such environments. For instance, they may live 
in unwalkable neighborhoods; they may not have the
funds or gas money to join a health club; they may have
little flexibility and opportunities at their workplace; and
they may not have the funds to purchase enough fresh
fruits and vegetables, especially in the winter. 
As a senior official at the Centers for Disease
Control and Prevention stated, “environmental changes
to promote physical activity are essential: we must
restore physical education in schools, develop and
promote worksite-based physical activity programs, and
adopt alternatives to car use in communities.”62 As we
enter the demographic explosion of elders, creating
communities that promote healthy aging becomes even
more important. For individuals, maintaining a healthy
weight, engaging in appropriate physical activity, and
eating healthy are critical strategies for healthy aging,
even if these strategies are started during the elder
years. The impact of even mild increases in physical
activity and good nutrition in older adults is quick and
significant. For instance, one study showed that among
adults over 40, for each day of the week they are
physically active, health care costs are reduced by 5%
within an 18-month period. Therefore, a full week 
of physical activity results in a 35% reduction.63
Thus, there is a wide breadth of social responsi-
bility needed to effectively address obesity. It will take
many sectors of society working together to have a
substantial impact on this epidemic. For instance, our
health care system needs to fully recognize that being
overweight or obese is a disease to be screened for and
treated using similar strategies to those used for cancer
and heart disease. Our workplaces, schools, and places
serving elders need to help provide easier opportuni-
ties for physical activity. Social norms need to be
changed making it more acceptable to remove screens
(televisions, video games, computers) from children’s
bedrooms, to ensure healthy foods are always available
at social and group-eating situations, and to construct
walkable streets and neighborhoods. 
Similar to the effort launched to combat tobacco
use, many have called for a multifaceted, concerted
effort to combat obesity. One analysis concluded,
“given that such spending [obesity-related] now rivals
spending attributable to smoking, it may be increas-
ingly difficult to justify the disparity between the many
interventions that have been implemented to reduce
smoking rates and the paucity of interventions aimed
at reducing obesity rates.”64
POLICY SOLUTIONS TO OBESITY
Policy interventions at all levels play a critical role inaffecting the social changes needed to re-integrate
health into the fabric of our society. The major goal 
of local, state, and federal policies should be to make 
it easier for all of us, especially those at highest risk for
obesity, to make healthier choices pertaining to phys-
ical activity and nutrition. These policies should gener-
ally entail an expansion of choices, not limitations.
Policies can achieve results in several ways,
including: requiring a behavioral change on the part of
individuals (e.g., seat belt laws); directly changing the
environment (e.g., water fluoridation); requiring a behav-
ioral change that then changes the environment (e.g.,
public smoking restrictions); and requiring organizational
policy changes that lead to behavioral changes (e.g.,
insurance mandates to cover nutritional counseling).65
In Maine, a number of local policies are promoted
by the Healthy Maine Partnerships, a tobacco settlement-
funded network of community organizations working to
The overweight/obesity epidemic is 
one of the most complex health issues 
of our time since it is interwoven
throughout the fabric of our society.
38 ·  MAINE POLICY REVIEW  ·  Spring/Summer 2004 View current & previous issues of MPR at: www.umaine.edu/mcsc/mpr.htm
OBESITY IN MAINE
address tobacco addiction, physical inactivity, and poor
nutrition in 31 communities across Maine.66
Although a number of potential policies have
been proposed to address obesity, what follows are
some examples of those suggested in the public health
and medical literature.
Food Policies
Healthy Options Food Policies. Civic organiza-
tions and employers can ensure that when food or
beverages are served (such as at church coffee hours and
social or business club meetings), healthy choices are
available. For example, organizations may want to
consider adopting a healthy options food policy. This
kind of policy does not mean that such foods as donuts
and soda cannot be served—they simply give some
assurance that healthier options are as easily available.67
Labeling of Foods. Several national nutrition
experts promote improved food labeling with easy-to-
read and interpret information on calorie and fat
content on food product packaging and/or on menus
and menu boards in the case of mass-produced food
products distributed and prepared through chain quick-
service restaurants. These experts point out that as a
result, consumers can be more aware of what they are
purchasing at the point of decisionmaking, including
the “value” of purchasing larger portions when eating
away from home.68,69,70
Transportation Policies
Walkable Neighborhoods. Neighbors can take
measures to calm traffic and make streets more useable
for multiple activities besides automobile traffic.
Examples include creating more street-side activities,
moving chairs and benches next to the street, and
placing speed bumps and signs.71
Town Planning. Town planning boards can
implement comprehensive plans that include policies to
ensure that new or newly paved streets have sidewalks
or paved shoulders, neighborhood traffic is slowed to
promote walkability, multi-use trail systems are devel-
oped, and sprawl is managed in ways that help build
areas for pedestrian use. Many of these strategies also
have the secondary effect of promoting community
connectivity.72
State and Federal Transportation Policies.
Obesity experts often point to our country’s 
transportation infrastructure as being car-driven and
providing few easy opportunities for walking and
biking (the use of “walking” here also means the use 
of wheelchairs). They point to several initiatives that
could help retool our infrastructure. However, since
financing these changes requires significant resources,
often the funding source is discussed along with the
types of infrastructure retooling. 
For instance, gas tax-generated transportation
funds can be allocated to alternative transportation
programs such as multi-use trails and bike/walking
lanes on roads. Other suggestions include allocating
funds for comprehensive planning to enable communi-
ties to develop explicit plans for preventing sprawl 
and creating more walkable communities. In some
states, revenues for such projects come from state gas
taxes. Some use an analogy between tobacco taxes 
used for public health programs to combat tobacco-
related diseases and proposals to use gas and soda
taxes for initiatives to combat obesity.73
Maine’s federal highway funds, generated by
federal gas taxes, primarily go to highways, but over
the past few years, increasing amounts are spent on
The major goal of local, state, and federal 
policies should be to make it easier for all 
of us, especially those at highest risk for
obesity, to make healthier choices pertaining 
to physical activity and nutrition.
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paving shoulders and building sidewalks. In 2003 the
Maine Department of Transportation added about 200
miles of new paved shoulders statewide.
Federal enhancement funds also can also go
towards bicycle and pedestrian projects. However, 
these funds require state and local matches. In fiscal
year 2004, a total of about $8.6 million was spent 
in Maine through this program, mainly to build multi-
use paths in southern Maine communities such as
Augusta, Portland, and Brunswick.74 Other localities
have had difficulties coming up with the required 20%
match. The Maine Department of Transportation also
has produced bicycle maps and materials to promote
multiple uses of our roads and trails.75
Jeff Miller, Executive Director of the Maine
Bicycle Coalition,76 comments that “it is imperative that
we round out our transportation infrastructure to make
it easier for Maine people to use their bikes or feet as
part of their daily routine—commuting to work or
school, visiting with friends, or running errands at the
store. The goal is to bring biking and walking back on
par with our car use. The last 40 years of design and
construction of our transportation infrastructure has
been focused on automobiles, so it is no surprise that
we are now so dependent on our cars.” 
He adds, “There are a myriad of benefits to
bringing walking and biking back on par with car 
use. For instance, there are social and quality of life
benefits such as less sprawl and more connectivity,
economic returns [see the 2001 Maine Department 
of Transportation study which shows that over $66
million is generated annually from bicycle tourism in
Maine annually], and environmental public health
benefits from reduced fuel emissions.” He concludes,
“It’s time for us to complete the streets so that every
roadway in Maine is truly a shared-use facility.” 
Maine’s Constitution requires the state’s gas tax
revenues be expended solely for highways and bridges
as well as traffic law enforcement. It does not allow
state gas tax revenue to be used for multi-use trails and
other such initiatives.77 When asked about dedicating
some funds from the state’s gas tax for alternative trans-
portation uses, Jeff Miller states, “We need to look at
every opportunity available to us to encourage biking
and walking so, in that light, the state gas tax should
be fully considered. It also provides a unique and
important prospect, especially since it could allow
Maine to draw down significantly more federal trans-
portation funds, to give our poorer and rural towns a
better chance of building multi-use trails, sidewalks,
and paved shoulders. They currently often do not have
the matching funds that are required by the federal
programs available for these types of initiatives.”
School Policies
Local Policies. Schools can implement a coordi-
nated school health program, which is a system
designed to connect health with education through
eight main policy-related strategies: 
• involving youth, parents, and communities; 
• implementing comprehensive school health
education K-12; 
• offering effective physical education and
physical activity programs; 
• offering school counseling as well as physical
and behavioral health services; 
• ensuring foods and snacks available at school
are nutritious; 
• offering worksite health promotion programs
for staff; 
• ensuring the physical environment of the
school and grounds is safe and healthy; and 
• creating and maintaining a positive, healthy,
and respectful atmosphere at school.78
Some examples of specific school policies that have
been suggested include: screening children for body
mass index with appropriate referrals to health care
providers; providing guidelines for parents and children
on what is appropriate and healthy for lunches and
snacks that are brought from home; eliminating a` la
carte meals and ensuring that all food and beverages
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served or offered are nutritious, balanced, and portioned
appropriately; and eliminating advertising in schools. 
State and Federal Policies. Maine, like many
states, has a strong tradition of local control over its
schools. However, many in public health have made the
argument that a number of school-related policies
regarding physical activity and nutrition need to be
made at the state or federal level so all children are
assured equal access to healthy choices.
A number of schools across the country have
changed their policies in terms of what is served in
vending machines. Several states and municipalities 
also have passed or considered policies to remove soda
from vending machines, and the Maine Department of
Education is promulgating such a rule. The American
Academy of Pediatrics urges its members in its policy
statement on soft drinks in schools: “Pediatricians
should work to eliminate sweetened drinks in schools.”
This includes soft drinks and fruit drinks (that are not
100% fruit juice).79
Other examples of suggested school-related 
policies include: requiring the curriculum for health
education teachers to include obesity-related subjects;
including obesity-related questions to be asked on 
children’s educational assessment tests; banning private
industry advertising in school settings; and requiring
the reporting of aggregate (non-identified) body mass
index data from certain grades (in order to assist public
health officials with assessing the overall progression 
of obesity).80
Worksite Policies
Employers can assure that employees have easy
opportunities during the workday to participate in
physical activity and good nutrition or related health
activities. Examples include: 
• allowing flexible breaks or working hours and
designating someone to help implement such
programs as “Move and Improve” or “March
Into May”; 
• ensuring healthy foods are easily available
where and when food is served; 
• allowing onsite Weight Watchers or other
such programs; 
• participating in worksite wellness programs
such as USM’s Lifeline or initiatives suggested
by “Good Work!”; 
• creating incentives for workers to achieve and
maintain a healthy weight; 
• ensuring that weight management and phys-
ical activity counseling is a member benefit 
in health insurance contracts; 
• providing protected time for lunch; and 
• creating work environments such as breast-
feeding rooms that promote and support
breastfeeding (since breastfeeding is associated
with reduced overweight in children).81,82
Taxation
Some nutrition experts point out that taxation
policies can make healthy foods more affordable and
relatively unhealthy foods less affordable. Pricing 
policies can have an effect by themselves of boosting
consumption of healthier foods. For instance, lowering
by half the prices of fruits and vegetables in high
school vending machines and cafeterias has been
shown to double their sales.83 One such study
concluded that “reducing prices on healthful foods 
is a public health strategy that should be implemented
through policy initiatives and industry collabora-
tions.”84 Another analysis suggests that “the govern-
ment could adopt policies to decrease the prices of
more healthful foods and increase the prices of foods
high in energy.”85
It has been suggested that taxes be levied on 
soft drinks (often the syrup is taxed) or candy and 
on other foods high in calories, fat, or sugar to help
fund programs that will in turn address obesity,
therefore augmenting any effect of price increases
alone. Some suggestions of such programs have
included those focused on boosting consumption of
healthier foods and physical activity; health programs
to help prevent and treat obesity; and programs to
help preserve family farms.86
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A 2000 study published in the Journal of the
American Public Health Association showed that 18 states
had specific taxes on soft drinks and most also included
candy and some other snack items. The authors noted
that relatively small taxes on these items could be used
for public health programs to combat obesity, especially
given the hundreds of millions spent on marketing these
products that in turn contribute significantly to obesity.87
Using 1997 data, one analysis estimated that each
of the following examples could generate $1 billion 
per year nationally: $0.0067 (2/3 penny) tax per 12
ounce soft drink; a 5% tax on new televisions and video
equipment; and a $65 tax on each new motor vehicle 
or an extra penny per gallon of gasoline. The author of
this analysis suggests that these taxes in of themselves
could promote healthy behaviors and the funds could
be used to address obesity in a variety of ways.88
Policies that Affect Health Care
State and federal policies can have a significant
impact on the way the health care system addresses
obesity. Government can exert leverage over the health
care system via several means, including: 
• through regulatory authorities (e.g., certificate
of need approvals, facility and professional
licensing, and regulations over the insurance
industry); 
• the creation of financial incentives (e.g.,
Medicaid and Medicare reimbursement levels);
and, 
• provision of government funding for public
health programs and medical research.
A number of experts have suggested that govern-
ment use these tools to address obesity. Some examples
include insurance mandates for nutrition and physical
activity counseling, and regulatory and/or financial
incentives for the health care system to implement
effective systems (such as the chronic care model) to
address obesity and related chronic diseases.89,90
A significant step was taken at the federal level 
in July 2004 when Medicare announced that it will
classify obesity as an illness, thus paving the way for
improved reimbursements by this major insurer. 
The health care system itself often implements 
its own policies by changing its current medical stan-
dards of care. These standards of care are critical to
addressing obesity since they act as a catalyst for much
broader changes. First, they can result in obesity being
addressed more effectively in the health care setting.
Second, they often put pressure on government and
societal policy changes. For example, there is a move-
ment in Maine and nationally to start treating body
mass index as a vital sign. In other words, whenever a
patient interfaces the medical system, his or her body
mass index would be measured and noted in the
medical record.   
Limiting Marketing to Children
A number of experts have started calling for limi-
tations on advertising and marketing to children. For
instance, a study on the effects of fast foods on chil-
dren published in 2004 in Pediatrics, the journal of
the American Academy of Pediatrics, concluded that
“…measures to limit marketing of fast food to children
may be warranted.”91 An editorial in this same journal
stated: “The nation’s children deserve protection from
damaging forces. There are early signs of bold action
among policymakers to decrease exposure of children
to the toxic food and physical-inactivity environment.
On the horizon are actions such as removing fast food,
snack food, and soft drinks from schools, curbing food
advertising directed at children, and enhancing oppor-
tunities for physical activity.”92
The American Public Health Association also
issued a policy statement in 2004 calling for legislation
to ban food advertising to children from schools and
children’s television.93
After three years’ of work, a task force of the
American Psychological Association released its find-
…there is a movement in Maine and 
nationally to start treating body mass 
index as a vital sign.
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ings in 2004, along with a call for new policies to ban
advertisements to children less than eight years of age,
especially of harmful or unhealthful products. They
cited such evidence as: 
• the growth in advertising to children to more
than $12 billion annually with comparatively
few dollars spent on public health campaigns
on such topics as nutrition (only $1 million is
spent nationally on the 5-A-Day Campaign to
promote fresh fruits and vegetables to the
adult and youth populations); 
• increases in children’s advertising exposure
(such as from bedroom televisions and
computers and amount of time using them
for entertainment); 
• the inability of young children under eight 
to understand the persuasive intent of adver-
tising, such as to distinguish advertising from
program content and to recognize the bias in
advertisements; 
• evidence that advertisements to children work
to influence their purchasing preferences as
well as their parents’;
• increases in parent-child conflict precipitated
by advertising;
• the high percentages of advertisements aimed
at children that feature non-nutritious foods,
and the association of these products with
obesity.94
While some have called for broad-based bans on
advertising to children, others have recommended that
advertising of high-calorie low-nutrient foods be the
focus of restrictions or that broadcasters provide
equal time for messages promoting healthy eating 
and physical activity.95 Several national nutrition
experts point out that young children not only have
little capacity to determine the validity of marketing
messages but also are disproportionately influenced 
by their environments.96
Promoters of such bans often note that Sweden,
Norway, Canada, Australia, and Great Britain already
regulate—to some degree—advertisements aimed at
children. Sweden’s strictest multimedia advertising bans
apply to children under 12 years of age, while less
strict bans apply to those under 16. Several leading
proponents of these types of restrictions feel that
without them, children and parents’ food choices are
defined and limited by the food industry’s marketing.
In the words of the Swedish government, “children 
have the rights to safe zones.”97
CONCLUSION
It took a century for the obesity epidemic to unfold,yet we cannot afford as many years to rebuild health
into our society. We have built obesity into the fabric of
our society—into our neighborhoods, our workplaces,
and our schools. Obesity is built into our food industry,
our transportation infrastructure, and our town plan-
ning. Indeed, throughout our communities the cards 
are stacked against us to make healthy choices. 
Many people increasingly are realizing the impor-
tance of making lifestyle changes to get to and main-
tain a healthy weight. However, in order for us to make
lifestyle changes, we also need to make community-
style changes. Policies are a critical strategy to make
these community-style changes. 
With the aging of our population (and the
capacity for improved physical activity and nutrition to
quickly and positively impact the health status of our
elders), and with the strong associations of disability
and low income with obesity, it is particularly impor-
tant that organizations working with these populations
implement policies that ensure and promote easy access
to healthy choices.
The author’s desire is that this review of possible
policies suggested by the public health and medical
It took a century for the obesity epidemic to
unfold, yet we cannot afford as many years to
rebuild health into society.
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literature will serve as a catalyst for continuing discus-
sions about how we should effectively address this
most critical epidemic. Hopefully, policies that are
appropriate for Maine will be implemented. 
Policy goals to address obesity should primarily
focus on building healthier communities. As a result, 
all of us will have easier access to healthy choices
where we live, play, work, and attend school. Indeed,
health will be rebuilt into the fabric of our communi-
ties, and we will all have improved opportunities to 
live longer and healthier lives.  
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